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THE SECOND ANATOMICAL PROOF OF THE VALUE OF THE 
PARADOXICAL REFLEX. 

By Dr. Alfred Gordon. 

He reviewed Dr. Dercum’s communication made at the February meet¬ 
ing concerning a patient with a hemorrhagic pachymeningitis who, during 
life, presented the paradoxical reflex on the side opposite the lesion. 
Dr. Gordon reported another case in which the paradoxical sign ex¬ 
isted on one side without Babinski’s or Oppenheim’s sign. The opera¬ 
tion was based exclusively upon the existence of this reflex and when 
careful decompression was done, the reflex totally disappeared. The 
patient recovered completely. This was verified by Drs. Mills and Der- 
cum at the Jefferson Hospital where the patient was placed. Incidentally 
Dr. Gordon mentioned another case of epilepsy which is now under 
his care at the same hospital. Upon admission the patient presented 
no abnormal reflexes. While in the hospital he developed convulsions. 
Immediately after the knee jerk became increased and a distinct para¬ 
doxical reflex appeared on both sides, Babinski’s sign was slight on one 
side, but there was no Oppenheim’s sign. Six days after the seizure 
all abnormal reflexes disappeared completely. Dr. Gordon draws the 
conclusion that his reflex is a sign, to say the least, of cerebral irrita¬ 
tion (motor area) or of a beginning lesion of the motor pathway, while 
Babinski’s is a sign of a well established lesion of the same tract. 

Dr. Mills said he had seen the first case Dr. Gordon referred to, 
and Dr. Gordon demonstrated before him the condition as stated in 
his paper. 

Dr. Mills further stated that it might be interesting to Dr. Gordon 
to know that a few days ago in his office he had a case in which this 
paradoxical reflex was present on one side when neither the Babinski 
nor the Oppenheim phenomenon could be elicited. Curiously enough this 
was a case of multiple neuritis of acute but not very severe type, the 
woman was still able to walk and got to Dr. Mills’ office with a mem¬ 
ber of her family from somewhere out of town. She had not lost her 
knee jerks. Dr. Mills expressed his pleasure in being able to testify to 
the two cases. Fie has in many cases examined patients or had them 
examined by his assistants in his presence for this paradoxical reflex, 
at the same time that the Oppenheim and Babinski reflex were tested for. 
Fie had never seen the paradoxical reflex demonstrable when the Oppen¬ 
heim and Babinski reflexes were absent excepting in these two cases. 
The great value of a sign of this kind is shown when you can elicit 
it in the absence of other signs. If it can be elicited in the absence 
of other signs it has certainly some value. 

Dr. Dercum stated that he has seen Dr. Gordon’s sign a number 
of times independently. He demonstrated it in his clinic only a week 
ago, in which it was the only symptom present, the Oppenheim and 
Babinski both being absent, a case of mild hemiplegia, with slight ex¬ 
aggeration of the knee jerk on the paralyzed side. Deep pressure upon 
the gastrocnemius and soleus near the origin of their tendon gave 
extension of the toe as a marked clean-cut reaction. 

In regard to the first case Dr. Gordon spoke of, the man in whom 
it occurred was an assistant in the clinic at Jefferson. Dr. Dercum had 
studied him very carefully. He had a Gordon sign and no other sign 
excepting plus knee jerk. The case was one of hemorrhagic pachymen¬ 
ingitis. Dr. Keen operated upon the opposite side of the head, and as 
soon as the skull was opened there was a tremendous gush of bloody 
and serous fluid; immediately afterward the Gordon reflex disappeared. 
A few days later the man became restless, and Dr. Dercum again 
tested him for the Gordon reflex; it was again present. The wound 
was reopened, retained discharges allowed to escape, and again the 
Gordon reflex disappeared. To Dr. Dercum this was a clear demon- 
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stration of the value of this reflex. He regards this reflex as a dis¬ 
tinct addition to our clinical knowledge. It will certainly often enable 
us, in the absence of other signs, to determine the proper side in the case 
of operation. 

Dr. McCarthy stated that when Dr. Gordon brought his reflex to 
the attention of the society some months since, he thought it was 
identical with, or a modification of, the Oppenheim and the Babinski 
signs. Since that time he has made extensive trials for it, and found it 
in a case diagnosed as a prefrontal tumor transferred from the insane 
wards to his service at the Philadelphia General Hospital. In this case 
it was the only sign apart from some mental phenomena. He has found 
the Babinski reflex present in several cases in which the Gordon reflex 
was not present. If the condition is to be considered as a modification 
of Oppenheim’s reflex he is sorry to hear Dr. Mills give this case of 
multiple neuritis as an example of the reflex. If there is anything in 
the case, it lessens the value of Dr. Gordon's reflex as a symptom of 
disease or disturbance of the central motor tract. At the same time 
the case quoted by Dr. Dercum seemed to show that the reflex is cer¬ 
tainly an addition to methods of clinical diagnosis. From all the in¬ 
vestigations he has carried on, Dr. McCarthy is still confused as to 
its exact value. The cases in which it occurs in which the Babinski 
is also present, the cases in which it does not occur and the Babinski 
occurs, these cases have not come to autopsy—or if they have, Dr. 
McCarthy has not followed them; that is the difficulty with the work 
at Blockley where the next service comes along, and in the absence 
of the chief making the original observation, the cases are not followed 
up. He thinks if a larger number were followed to autopsy they would 
prove of much value in establishing this sign as a means of clinical 
diagnosis. 

Dr. Gordon, in closing, said concerning Dr. Mills’ report he wished 
to relate the following fact: A patient came to Jefferson Hospital with 
a supposed sciatica on one side, he was examined as usual very care¬ 
fully and Dr. Gordon found a distinct paradoxical reflex on the dis¬ 
eased side, with an exaggerated knee jerk. A month later the patient 
developed weakness on the opposite side, difficulty in micturition, and 
finally the case turned out to be one of myelitis with difficulty in walk¬ 
ing and paraplegic symptoms. 

In regard to Dr. McCarthy’s remarks, it is true that we do not 
have many autopsies; but what about Dr. Dercum’s case reported in 
the September issue of this journal, also what about Dr. Gordon’s case 
verified by Dr. Mills and Dr. Dercum, where we had not only before 
the operation the reflex demonstrated in a clean-cut manner, but also 
disappearance of it after the patient recovered from the immediate 
effect? As to the reflex being a modification of the other two reflexes. 
Dr. Gordon said he did not know. We cannot give the proper explana¬ 
tion for any of these reflexes, but simply strong inferences. 

Besides these two anatomical proofs. Dr. Gordon is in possession 
of a number of clinical facts showing the value of this sign. As to 
its exact significance he states that he can only repeat what he has 
stated in his first clinical contribution, viz., the paradoxical reflex is 
a delicate sign of an early stage of a lesion or only of irritation of 
the motor tract. The latter particularly is seen from the case examined 
by Dr. Mills and Dr. Dercum; Babinski’s sign shows a definitely es¬ 
tablished lesion of the motor system. Dr. Gordon stated that he has 
examined two-hundred and fifty normal cases, and has never found the 
paradoxical reflex present. It was always in conjunction with some 
of the classical symptoms pointing to the involvement of the motor 
tract. The demonstration of the reflex depends a great deal upon the 
method. If the rules laid down by Dr. Gordon in his original contribu¬ 
tion are adhered to, he believes the reflex will be demonstrated in a 
larger number of cases. 



